CASE REPORT
A 39-year-old housewife had been well until April 1958, when she began to notice gradually increasing weakness, dizziness, and exertional dyspnea. She became faint and dizzy on bending. She had 2 Aided by a grant from The American Heart Association. 427 was 120/70, and the pulse was 74. Her heart had normal rhythm. The sec id pulmonic sound was split and slightly accentuated, and no murmurs or thrills were present. The apex beat was at the fifth intercostal space in the nmidelavicular line, and no abnormal precordial thrust was present. The liver was not enlarged, there was no pedal edema, and the dorsalis pedis pulses were strong. X-ray taken July 3, 1958 ( fig. 1A ), showed a 6 by 6 cm. mass at the posterolateral aspect of the left cardiac border. Comparison with the films taken 2 years previously at another hospital revealed marked increase ill the size of the mass during that time.
Right heart catheterization with angiocardiography failed to determine whether the mass was intracardiac or extracardiac. Satisfactory pressure and blood samples from the pulmonary artery, might heart, and venae cavae revealed no evidence of a right-to-left or left-to-right shunt. Electrocardiograms showed nonspecific T-wave changes, the T wave being inverted in leads I and aVI, and flattened in V6 to V8.
On July 18, 1958, exploration through a left posterolateral thoracotomy was done in anticipation of finding an extracardiac tumor. The left atrium was found to be markedly distended and tense from the presence of a hard, nonpulsating mass, which seemed to underly the entire anterior wall of the left atrium. The mass pressed on and distorted the left circumflex coronary artery.
The chest was closed, and removal of the intracardiac mass was postponed until such time as it could be done with the aid of a cardiopulmonary bypass. The mass was thought to be a myxoma of the left atrium. was synchronous with the arterial pump. Upon occlusion of the jet, blood was seen to ooze into the cavity through several small pinpoint openings, which were found to connect with the lumen of the left atrium. The intramural mass had nearly compromised the left atrial cavity and had partially occluded the mitral opening. The left atrium was entered through a second atrial incision superior and posterior to the first. The mitral valve was found to be normal, as was the entire lining of the left atrial chamber. The primary fistula opening at the base of the sinus of Valsalva of the aorta was closed with 2 figure-8 sutures of no. 2-0 silk. The secondary atrial openings were also closed. The sides of the dissected atrial wall were then re-appropriated with consecutive rows of interrupted no. 2-0 silk to obliterate the aneurysmal cavity. After the repair the left atrium appeared to be normal in size and configuration.
The postoperative course was uneventful. Two months later, the patient had none of her preoperative dyspnea, fatigue, and dizziness, and her electrocardiogram was normal. The T-waves were now upright in lead I and aVL and of normal contour in V, to V.. The chest x-ray showed a normal cardiac configuration ( fig. 1B ).
DISCUSSION
In this patient there was an absence of the usual signs found in a fistula of the sinus of Valsalva. The absence of a large pulse pressure, murmur, and thrill was due to the small blood flow through the fistula. This small flow was due to the tiny secondary openings SUMMARIO IN INTERLINGUA Es reportate un caso inusual de fistula inter dissecante sino de Valsalva e atrio sinistre. Le lesion esseva reparate, a bon successo, in chirurgia a corde aperte con le utilisation de un machina cardio-pulmonar.
